The Wassermann reaction is negative, and large doses of potassium iodide combined with mercury, administered for a period of six weeks, did not produce any change in patient's condition.
A FEMALE, aged 9, admitted, under the care of Dr. Hector Mackenzie, into St. Thomas's Hospital on November 27, 1911 . When a baby she suffered from attacks of diarrhcea. Since the age of 4, when she had broncho-pneumonia, she has suffered from constipation. A year ago the constipation was accompanied by pain and vomiting. This occurred without any relation to food. She was treated for tuberculous peritonitis. The constipation and other symptoms have increased since that time, and have been bad for the past five weeks; a purgative being required every other night. The pain has been very severe at times, the child having been doubled up with it.
On admission moderate distension was present, more marked on the left than on the right side, and most evident in the upper region of the abdomen. On inspection, particularly after palpation, slow waves of peristalsis are seen, most marked in the umbilical region, and seeming to travel from left to right, but also present over the descending colon and passing downwards, but without pain. Tympanitic note general over the abdomen.
Occasional attacks of pain with peristalsis later, nearly every day, varying in time of onset. Abdomen generally larger than normal and sigmoid easily felt. The distance between the ensiform cartilage and the umnbilicus is greater than usual at her age. The result of X-ray examination after giving of a bismuth meal: " It (the meal) all went to the right side just above the iliac crest. Four days later, there having been one action of the bowels, there was still some bismuth low down in the mid-line of the pelvis."
DISCUSSION.
Dr. LANGMEAD pointed out that the patient had facial irritability, and that it was known that in a certain number of patients with dilatation of the colon tetany was engrafted as a complication. It would be of interest to see whether tetany would develop, or whether facial irritability would persist alone.
Mr. KELLOCK said the surgery of these cases was not only of interest, but extremely important; his experience of the treatment of them had not been very satisfactory. The outlook, he believed, without operation was practically a hopeless one; the dilatation increased, and the child would probably die eventually from wasting. This prospect was a justification for trying to remedy the condition. Two courses were open if it were to be dealt with surgically. One was anastomosis, and the other excision of the large bowel and planting the ileum on to the upper part of the rectum. This had been done with temporary success, but eventually there was recurrence, and the condition became almost as bad. The bowel seemed as prone to distend when unoccupied as when occupied, and the danger of ulceration was then almost as great as when faecal matter was passing along it. So although this seemed the milder operation, the condition was not much remedied thereby. The other alternative was resection of the whole of the large intestine, and this seemed to offer the better chance. The operation could be done in two stages, and was, he thought, quite feasible in this case. Another thing which might be tried in this case was the hypodermic injection of salicylate of eserine, which was so successful in reducing distension of the abdomen after operations. He took it that all medical methods to get the bowel to act had been tried before the patient came under Mr. Battle's care.
Mr. GORDON R. WARD suggested that there was a third surgical alternative-namely, the minimal operation of appendicostomy-to allow of direct medication of the bowel. He had seen one similar case benefit much bV.this procedure, which had also been of use in a case of paralytic distension of the intestines following conservative treatment of an appendix abscess some years before.
Mr. C. H. FAGGE said he considered that the right treatment was to remove the colon, as suggested by Mr. Kellock, in two stages. But the great feature in the first--namely, the short circuiting operation-was that the ileum should be implanted into the rectum itself, not into the pelvic colon: in doing this the ileum should be divided, and its proximal end anastomosed into the side of the rectum. That part of the intestine now known as the pelvic colon should be excluded from the alimentary canal with the ascending and descending colon and iliac colon. In the cases he had seen, if the ileum was implanted into the pelvic colon, very little good resulted; whereas if the implantation was done into the rectum, temporary benefit resulted, even in much more feeble children than this patient, and it was then possible later to undertake the greater operation of resection of the whole colon under more favourable conditions. He believed this child would stand colectomy if it were done in two stages.
Dr. THURSFIELD wished to suggest that the resources of medicine had not yet been exhausted in this case. At the present time there was, in St.
Bartholomew's Hospital, a child suffering from the same disease, in whom the bowels had been kept open by means of enemata and purges for over nine months, and the patient was now beginning to pass his motions and clear out his colon of his own accord. He did not see the present patient, but from the history given in the notes he gathered that the condition was not a congenital dilatation of the colon, but that it had come on at about 4 years of age. Therefore he would have hoped that persistent emptying of the colon, continued, if necessary, over months, might have induced the colon to recover its activity. He suggested this because the surgical opinion seemed to be that any operation was of only doubtful value. If he might offer a surgical opinion he would say that if, after a considerable trial of medicinal means, there was no great benefit perceptible, it might be worth while to try appendicostomy combined with medical methods, keeping the colon quite empty for months before resorting to the more severe surgical procedures.
The PRESIDENT said he had been interested in the disease for many years, and had had, perhaps, an unusual experience of it. A few of the patients grew up, but rarely one found instances in persons of 40 years of age. There was the famous "balloon man" of Philadelphia, whose abdomen was enormous. The colon, now in the Museum of the University of Pennsylvania, was as large as that of a horse, and held 40 lb. of fluid. The cases were liable to serious accidents, such as acute obstruction. One of his cases had ulceration and perforation. Medical treatment as a rule was hopeless. In one case, however, some good followed the measure mentioned by Dr. Thursfieldpersistent irrigation of the bowel, and keeping the colon emptv. That child did well for a year or two, and it was regarded as a satisfactory recovery; unfortunately, however, the condition returned, and the child died of acute obstruction. Any diversity of opinion was on the side of the surgeons, because most physicians who had seen much of the disease felt that it was hopeless from the medical standpoint. Cure followed removal of the colon by Sir Frederick Treves. The condition was really a serious and critical one, and the cases should be handed over to the surgeon at the earliest possible date.
Dr. MIDELTON said the subject had been discussed at the Section for the Study of Disease in Children, and the opinion there generally expressed was that surgery was not very successful. The colon was tremendously hypertrophied as well as dilated, and during the operation for removal it offered great resistance under the surgeon's hand, violent peristalsis occurring, so that he had great difficulty in carrying out his manipulations.
Mr. BATTLE asked what was the age of the patient referred to by Dr. Thursfield. He also asked whether Mr. Kellock was speaking about cases in which the small intestine had been placed in the upper part of the rectum, or those in which it was placed in the pelvic colon, or whether he was speaking of cases in which the intestine had not been cut across, but lateral anastomosis only performed.
Dr. THURSFIELD replied that his patient was 6 years of age, and the condition was present since babyhood.
Mr. KELLOCK replied to Mr. Battle that he referred to cases in which the small intestine was implanted into the lower end of the sigmoid, and the communication with the ceecum divided, but the descending colon not cut off from the pelvic colon.
A, Case of Tabes Dorsalis with one Knee-jerk absent and the other brisk.
By HERBERT FRENCH, M.D.
B. C., AGED 59, who has all his life been occupied as a costermonger, pushing a fruit barrow, and who has lived a very exposed life, frequently subsisting on beer between breakfast time and supper, and often attending race meetings and sleeping out in the open in all sorts of weather, states that he had gonorrhoea when aged 16, for which he was treated for six weeks at St. Thomas's Hospital, but he is not aware of having had a chancre. His wife has had one miscarriage, but no living child. The Wassermann reaction is positive. Five years ago, when aged 54, he suffered from pain in his right foot, spreading thence to the right ankle and after a few weeks upwards into the calf of the right leg; since this time he has been subject to shooting pains which are confined to the right leg, never affecting the left, and at the same time, whilst the left leg feels to him normal the right has become numbed, cold and affected by a feeling which he describes as one of uselessness, although objectively he can move it very well. Perhaps the most striking feature about the case is the fact that whereas the right
